At the appropriate time during operation when the bowel has been clamped below the tumour a nurse irrigates the rectum with perchloride of mercury solution by alternately raising and lowering the funnel. Each time the funnel is lowered the reflux is discarded and irrigation continued with fresh solution.
After five or ten minutes, when the reflux is quite clear, the rectum is divided below the clamp. The lumen is aspirated of any residual fluid and then carefully mopped dry. The sigmoid colon is next divided at the proximal line of resection, its lumen swabbed clean with perchloride solution and the anastomosis commenced.
Comment
With our method any operating position can be used and specially trained staff are unnecessary. In our cases a student nurse frequently performs the irrigation.
Fecal particles remaining in the bowel may block the irrigating system unless the internal diameters of the rubber tube, funnel and connecting piece are not less than that of the rectal tube. To help the rectum to empty when distended with irrigating fluid it is often necessary to exert some pressure with a gauze sponge on the exposed bowel.
We have continued to use perchloride of mercury as we have encountered no complications. However, we recognize that other equally useful agents are available (Bacon & McGregor 1963) .
As well as removing desquamated cells the irrigating technique thoroughly cleanses the rectal lumen and this must help in preventing bacterial contamination of the operation field. Interestingly, there has been no pelvic infection in our anterior resections. In fact the method has proved most satisfactory and to date 25 patients have been followed for up to five years. There has been no suture-line recurrence. Although the number of cases is small we anticipate equally good results in future.
It is hoped that the modified method may be found useful by surgeons remote from the larger centres and who occasionally perform anterior resection. It will enable them to extend to their patients the proven benefits of irrigating the rectal stump with a carcinocidal solution. In February 1964 this Section allowed me to introduce to it the operation of sigmoid myotomy. Since then I have performed the operation exactly 50 times, and I have been asked for an interim report. This may be divided into results as far as the patient is concerned and results in the colon itself.
All patients have been seen, questioned and examined personally in the follow-up clinic. Postoperative investigations have included sigmoidoscopy and barium enema.
Sigmoid myotomy was conceived as an operation for diverticular disease, similar to that of Rammstedt for pyloric hypertrophy, designed to divide the thickened circular muscle of the affected sigmoid colon. My conception of the etiology of the thickening of the muscle called, however, for a slightly different approach from that of Rammstedt. I believed that the condition was caused by two main interacting factors: (1) Failure of the sigmoid colon to fulfil its function as a reservoir for fices owing to lack of residue in western 'refined' diets, and (2) failure of the physiological rectosigmoid sphincter (well-known to radiologists performing barium enemas) to relax with the gastrocolic reflex. Normally this reflex results in a stool of reasonable bulk being propelled through the relaxed rectosigmoid junction into the rectum, distension of which causes the call to stool. In diverticular disease this reflex seems to be diminished, owing to inadequate quantities of freces being present in the sigmoid colon. Efforts to propel them into the rectum result in hypertrophy of both circular and longitudinal muscle, with shortening and thickening of the sigmoid colon. Functional and later organic obstruction may occur, increased by the intervention of interhaustral plicwe. These normally act like contractile 'baffles' to slow down the passage of feces, but as thickening and narrowing of the bowel take place they may actually meet or interlock and occlude the lumen. The result is further muscular effort, so that a vicious circle of contraction, hypertrophy, obstruction and further contraction ensues. Contractions become irregular, with resultant formation of a series of isolated chambers in which pressure rises and from which diverticula are formed. The clinical picture is that of pain, with repeated small explosive post-prandial motions, instead of one satisfactory evacuation. Reilly (1966) 
by kind permission
It is therefore apparent that not only must the thickened circular muscle be divided, as in Rammstedt's operation, but also that the division must be carried down over the rectosigmoid junction, whether thickened or not. Barium enemas show how the condition may be improved by myotomy of the sigmoid muscle, but how 'spasm' (perhaps achalasia) persists at the rectosigmoid junction. It seems that the good results obtained by those who believe in wide resection in diverticular disease may be due, not to carrying it high enough, as is claimed, but to carrying it low enough to excise the rectosigmoid junction. If the latter is not removed, then the same mechanism as before comes into play, and normal colon above the anastomosis may become affected, encouraging wider and, in my view, unnecessary resection.
Tables 1-4 show the results of myotomy to date. It will be seen that two-thirds of all cases have been treated by simple one-stage myotomy for diverticulitis without complication, but of sufficient severity to cause intermittently incapacitating symptoms. An arbitrary lower age limit of 50 years has been imposed in the belief that in younger patients the condition may be reversible by anti-spasmodics (propantheline bromide) and a high-residue, bulk-forming diet. Low-residue diet has no place in treatment except in cases where functional, reversible narrowing of the colon has become organic and irreversible, and where surgery is refused, or contraindicated for other reasons.
The remaining third has been treated by staged operations, involving preliminary colostomy for obstruction or pelvic abscess, or colostomy performed as cover for operations involving closure of fistulae. Myotomy has been performed later if all signs of inflammation have settled. In the earlier series the colostomy was closed at a later operation, but with increasing confidence it is now closed at the time of myotomy, in order to ensure early distension of the bowel by the passage of Improved, but not satisfactory Reproduced from Reilly (1966) by kind permission feces. Care must be taken pre-operatively to ensure that the faces will be soft. If satisfactory recovery of the colon is not found to have occurred after preliminary colostomy, and more especially if the site of a fistula remains scarred and liable to perforate again, resection of the affected segment may be carried out with re-anastomosis, with myotomy above or below the anastomosis, or both as necessary. Three such procedures were carried out in the second series of cases, with satisfactory results. This combined procedure was not attempted in the first series. The resection was relatively short and less severe, not involving the wide removal required by radical surgery.
Results
Results in complicated cases have been clinically satisfactory, but I believe that the main field for successful myotomy is in the uncomplicated case, however old, where major surgery involving resection would not previously have been contemplated. The relief of symptoms in such cases is frequently dramatic. Whether myotomy is done for complicated or simple diverticular disease, however, it should never be carried out in the presence of pus or peritonitis. Perforation of the mucosa as a complication of myotomy has been much discussed. In my hands it has occurred accidentally three times at operation, and has been noticed immediately. The perforation has been sutured with fine catgut, a drain inserted and the abdomen closed with no untoward results. There have been no cases of of post-operative perforation through the site of myotomy.
Perforation may occur at operation because of too thorough efforts to divide every transverse strand of tissue down to the mucosa. Some of the deeper ones are blood vessels, and experience will teach which these are. If a vessel is divided it should not be tied or cauterized for fear of a patch of mucosal necrosis developing later. A wet swab over the site for a few moments is all that should be necessary. Similarly, if in doubt whether all muscle fibres have been divided, the site should be left alone and the operation continued elsewhere. The circular fibres are thick and cedematous, and retract slowly. When returning to the doubtful site it will usually be found that the mucosa is bulging satisfactorily. If it is not, the remaining muscle strands are much more easily seen and dealt with. It must be remembered that the operation differs from Rammstedt's in that the colonic mucosa, unlike that at the pylorus, is thrown into numerous concertina-like folds, in any of which the tips of the scissors may catch if care is not taken.
Post-operative perforations may occur for a variety of reasons in addition to over-zealous myotomy, with diathermy or ligation. I believe that they have been avoided in my cases (1) by the strict avoidance of morphia which has been shown by Painter & Truelove (1964) to increase intraluminal pressure, and (2) by carrying the myotomy low over the rectosigmoid junction, thus avoiding build-up ofpressure above.
In the first series of cases, four patients died subsequently of other causes. A section of colon taken post mortem from one showed a smooth peritoneal covering of the mucous membrane exposed at myotomy, with no sign of fibrosis or scarring. In fact, one long shallow diverticulum had been added to the diverticula already present. The latter, however, as shown by barium enema in other cases, were no longer so much at risk, for isolated segments of raised intraluminal pressure had been abolished, and furthermore the necks of the diverticula were widened, and no longer constricted and liable to trauma from surrounding muscle contracture.
Finally, it will be noted on the post-operative barium enema that, though constriction of the lumen has been abolished, the outline of the interhaustral contractions is still seen. This could be explained by the fact that the circular muscle fibres are not arranged in complete rings, but in interdigitating crescents, so that a longitudinal myotomy along the anti-mesenteric aspect must pass between the open ends of certain crescents. These are therefore left functionally intact. The satisfactory clinical results seem to support the X-ray findings, and suggest that myotomy may not be such a physiological insult to the colon as has sometimes been suggested.
The Elusive Prolapse by C Patrick Sames MS FRCS (Royal United Hospital, Bath)
The diagnosis of prolapsed rectum is not always easy. Patients sometimes have great difficulty in expressing themselves adequately concerning symptoms and many, especially the young, are reticent; others tend to describe their symptoms in such bizarre language as to make the consultant suspect a functional neurosis. This applies equally to those who have partial or full thickness prolapse, those women who suffer from rectocele and those with the 'descending perineum syndrome' (Parks et al. 1966 ).
Full Thickness Prolapse
The fact that prolapse occurs may not be offered as a symptom. The presenting symptom may be of profuse bleeding, or of excessive loss of mucus. Others may present with severe anemia or a solitary rectal ulcer. In the young or adolescent the usually expected loss of sphincter tone may be absent or only slight (case histories were given to illustrate these points).
